INTRODUCTION

Los Angeles County Department of Mental Health Local Mental Health Plan (LMHP) was
approved by California Department of Health Care Services (DHCS) to provide, among
other mental health services, specialty mental health services rendered by contracted
credentialed Fee-For-Service mental health professionals to Los Angeles County Medi-
Cal beneficiairies.

These professionals comprise the LMHP network of providers. These individuals and
groups have entered into professional service agreements with the LMHP to support the
LMHP and have made a difference in the lives of residents of Los Angeles County. The
LMHP embraces the fARecovery Modedridenapproagher son ce
to treatment. In this model, the client (s) has the right to participate fully in developing their
treatment plan and goals. The Fee-For-Service mental health professional collaborates
with clients in treatment planning, including discharge planning or termination of treatment.

Welcome to the Local Mental Health Plan (LMHP) Provider Network of the Department of
Mental Health for Los Angeles County.

This revised County of Los Angeles Department of Mental Health Local Mental Health
Plan Medi-Cal Specialty Mental Health Services Provider Manual, 7" Edition, September
2020 replaces, in its entirety, the Provider Manual, 6" Edition, December 2018. For your
convenience the Provider Manual is located on the Fee-For-Service website at:
https://dmh.lacounty.qgov/pc/cp/ffs/ Under A Manuals and Gui deso

As updates, changes and additions to the current manual are required, you will receive
Provider Bulletin publications which will supersede or augment the specified content in the
Provider Manual, 7" Edition, September 2020. It is important to keep abreast of new
Provider Bulletin for new policies, legislations and updated changes in LMHP system
billing changes. The Provider Manual and all subsequent Provider Bulletins have the same
authority as the Medi-Cal Professional Services Agreement which stipulates that providers
shall perform Specialty Mental Health Services in accordance with the terms and
conditions of the legal agreement and the requirements in the LMHP Provider Manual and
Provider Bulletins.

In addition, Network Providers who render Specialty Mental Health Services in an Acute
Inpatient Psychiatric Hospital should refer to the Medi-Cal Fee-For-Service Inpatient
Hospital Provider Manual. This manual can also, be located on the Fee-For-Service
website at: https://dmh.lacounty.qov/pc/cp/ffis/ Under A Manuals and Gui deso

We trust that you will find the Provider Manual to be a valuable and useful resource. If
you have any questions, or need additional information please feel free to contact the
Provider Relations Unit at (213) 738-3311.

We look forward to working with you to ensure the delivery of quality Specialty Mental
Health Services to Los Angeles County Medi-Cal beneficiaries.


https://dmh.lacounty.gov/pc/cp/ffs/
https://dmh.lacounty.gov/pc/cp/ffs/
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Important Phone Numbers

ACCESS Center (800) 854-7771

Patientsd Rights/ Benef i(213)738-4949

Help Desk (213) 351-1335
Individual and Group Provider Contracts (213) 738-2841
Over-Threshold Services (213) 738-4889
Psychological Testing (213) 738-4889
Provider Credentialing (213) 738-2814
Provider Relations Unit (213) 738-3311

CALIFORNIA DEPARTMENT OF HEALTH CARE SERVICES

Medi-Cal Provider Telephone Service Center

(800) 541-5555

Los ANGELES MEDI-CAL FIELD OFFICE

311 S. Spring St.
P.O. Box 60172, MS 4513
Los Angeles, CA 90060-0172

Call (213) 897-0745
for
Medi-Cal Case Management
Hospital Services Section
Allied Health Services/Appeals
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SECTION | T PURPOSE, PRINCIPLES AND GOALS

PURPOSE

The purpose of the Los Angeles County Department of Mental Health Local Mental Health Plan
(LMHP) is to administer all Medi-Cal and State grant funds for Specialty Mental Health services
that are in compliance with the Health Insurance Portability and Accountability Act (HIPAA), and
designed to ensure availability and accessibility of quality mental health care for Los Angeles
County Medi-Cal beneficiaries. These services include, but are not limited to, mental health
assessment; individual, collateral group and family therapy; mental health services in inpatient,
outpatient, and residential settings; medication support and psychological testing.

The LMHP is responsible for informing fee-for-service network providers of the specialty mental
health services provided by the LMHP, referring Medi-Cal beneficiaries to qualified mental health
network providers, maintaining a HIPAA-compliant information system, providing quality
management services, processing submitted claims, reimbursement, and evaluating clinical
outcomes of mental health services.

PRINCIPLES
The LMHP is governed by the following principles:

1 Services are provided to any Medi-Cal eligible individual meeting medical necessity criteria
for specialty mental health services;

9 Culturally sensitive services are delivered to ethnically diverse populations in the communities
in which they are located;

9 Services are client-centered, family-focused and culturally competent;

T Treatment is provided to the g¢gr ®abesmunityandent
at the least restrictive but most effective level of care;

1 Innovative treatment approaches and clinical practices are utilized to optimize the clinical
outcome;

1 Possibilities for relapse are reduced through the identification and coordination of ongoing
mental health services; and

1 Medi-Cal b e n etfeatneent arefgremce and selection of a network provider are honored.

GOALS

9 Establish working relationships in a public-private partnership with network providers to
provide quality specialty mental health services;

1 Maintain a network of skilled and effective network providers selected and retained based on
demonstrated clinical performance;

1 Match treatment needs to a network provider with specialized skills to address the needs of
the Medi-Cal beneficiary; and

1 Maintain a comprehensive well-managed mental health system to relieve clinical and
symptomatic distress and improve the quality of life for Medi-Cal beneficiaries.

SEcTioN PROVIDERMANUAL PAGELOF 1
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SECTION Il T THE PROVIDER NETWORK

The Local Mental Health Plan (LMHP) Provider Network is comprised of licensed mental health
professionals whose scope of practice permits the practice of psychotherapy independently. Network
providers may be psychiatrists (MD/DO), psychologists (PhD/PsyD), licensed clinical social workers
(LCSW), licensed marriage and family therapists (MFT), or registered nurses (RN) who are board

certified with a masterdéds degree in psychi adrasi c/ me

a nurse practitioner. Nurses and Nurse Practitioners must be certified by the American Nurses
Credentialing Center (ANCC) or the American Association of Nurse Practitioners (AANP) in behavioral
health.

All mental health providers must be credentialed and contracted with the LMHP to receive
reimbursement for specialty mental health services provided to Los Angeles County Medi-Cal
beneficiaries. Credentialed providers may contract with the LMHP as an individual provider or render
services as part of a contracted group. A group is comprised of two or more licensed, credentialed
mental health providers. All members of the group must be credetialed by DMH, Intensive Care Division
for either inpatient and/or outpatient services. Sub-contracting is not permiited in this Professional
Service Agreement.

CREDENTIALING

Credentialing is the formal process of collecting and verifying the professional credentials and
gualifications of licensed providers and evaluating them against the standards and requirements
established by the LMHP to determine whether such licensed providers meet these standards and
requirements. Before an LMHP network applicant can be offered a LAC-DMH contract, he or she must
apply for enrollment in the State Medi-Cal program, and be free and clear of any Medi-Cal related
adverse actions.

Network providers are required to re-credential every three years in order to continue to participate in
the LMHP Provider Network. Providers will be sent an email reminder or letter and an application to re-
credential approximately four months prior to the expiration of their credentials. A certified letter with
return receipt will be mailed to the provider if the re-credentialing application is not submitted within a
month of the expiration date

Note: | t is the network providerods responetworbi | i
provider 6s failure to maintain current c
reimbursement privileges for specialty mental health services rendered to Medi-Cal
beneficiaries. Dates of service upon which a network provider has experienced a break
in active credentialing status will not be subject to retroactive reimbursement. Even if a
contract is in place at the time credentials lapse, the contract is considered in default,

.ty
re

and cl ai ms wi || not be rei mbursed untii |l t he

APPLICATION

Mental health providers may request a credentialing application by contacting the Provider
Credentialing Unit at (213) 738-2814. Arequest may also be faxed to (213) 487-9658. When requesting
credentialing applications, mental health providers should provide the following information: 1) full
name, discipline, mailing address, and email address (please include a 9 digit zip code); 2) telephone
and fax number(applicants must provide a phone number that would allow direct contact); 3) whether
the requested application is to provide specialty mental health services as an individual or as a group
provider; and 4) if the provider will be providing services within the geographic boundaries of Los
Angeles County. Applicants refer to the geographical Service Area Map (FIGURE A). Applications will
be mailed within 2-3 working days.

S=cTIONI PROVIDEMMANUAL PAGEL OF 6
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The application packet contains the credentialing application form entitled Application to Participate as
a Provider in the Los Angeles County Department of Mental Health Local Mental Health Plan and all
the necessary information for completing the application requirements (Attachment II).

The following documents are required in addition to the completed credentialing application form:

General Administration Profile Self-Assessment (Attachment 1)
Work History
National Provider Identifier Number

Psychiatrist are to include a copy of their current Drug Enforcement Agency (DEA) Certificate, a
current curriculum vitae, a Certificate of Professional Liability Insurance, and a Consent To Release
Information To Biller form, if applicable.

1 Psychiatrists are to include hospital and clinic priviledges.

9 Psychiatrists must be either board certified or board eligible in order to provide services under the
LMHP. Psychiatrists who are not board certified must include a copy of their certificate of completion
of psychiatric residency training.

1 Psychologists, LCSWs and MFTs are to include a curriculum vitae, a Certificate of Professional
Liability Insurance, and a Consent To Release Information To Biller form, if applicable.

1 Clinical nurse specialists and nurse practitioners are to include a curriculum vitae, a Certificate of
Professional Liability Insurance, and a Consent To Release Information To Biller form if applicable.

T Clinical nurse specialists are also to submit pro
psychiatric/ ment al heal th nursing as withinddcape cal n
of practice that includes psychotherapy.

1 Nurse practitioners are also to submit a DEA certificate and pr oof of graduati on f
degree program in psychiatric/mental health nursing as a nurse practitioner (the quality of graduate
progpamb s ur ri cul um as wel | as applicantds experience

1 History of sanctions from participating in Medicare and/or Medicaid/Medi-Cal: providers terminated
from either Medicare or Medi-Cal, or on the Suspended and Ineligible Provider List, may not

=A =4 =4 =4

participate i n t he Pl ands pr ovi de rhttp:#ied.nvedi-r k . T
cal.ca.gov/pubsdoco/SandiLanding.asp; and
9 History of sanctions or limitat i ons on the providerds | icense i ss:s

licensing boards.

All affirmative answers to any professional liability or attestation questions on pages five through seven
of the application require a detailed explanation including supporting documents from the court(s) or
attorney(s). Documentation from the appropriate licensing board is required if disciplinary action has
been taken, or is pending, against a provider. Applicants will also be required to attest that they have
downloaded and read the LMHP Provider Manual. The manual can be downloaded at:
https://dmh.lacounty.qgov/pc/cp/ffs/ Under AManuals and Gui desbo

GROUP APPLICATION

Group network providers must include two or more credentialed mental health providers. A group
provider may request a Group Network Provider Application form (Attachment Ill) by contacting the
Provider Credentialing Unit at (213) 738-2814. A request may also be faxed to (213) 487-9658. The
following information will be required on the group application:

1 The name and address of the group;

1 The group Medi-Cal provider and NPl numbers;

SECTIONI PROVIDERMANUAL PAGE2 OF6
SFPTEMBER020
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1 The names of the rendering providers in the group and their Medi-Cal provider and NPl numbers;
and

1 The name of the person in the group authorized to enter into legal agreements on behalf of the
group.

To add new group members after the group has been contracted, submit a Group Network Provider
Application form and include page 3 of the application with an updated list of the group members.

The completed application form for individual and group providers, including all the required documents,
is to be submitted via mail or fax to:
Department of Mental Health
Provider Credentialing Unit
550 S. Vermont Ave., Room 703B
Los Angeles, CA 90020
Fax: (213) 487-9658

Note: The County shall not be responsible to provide or arrange and pay for Specialty
Mental Health Services provided by Federally Qualified Health Centers, Indian
Health Centers, or Rural Health Centers.

ATTESTATION
For all net work providers who deliver covered servi
Plan must include a signed and dated statement attesting to the following:

1. Anylimi t ati ons or inabilities that affect the pro

essential functions, with or without accommodation;

2. Ahistory of loss of license or felony conviction;

3. Ahistory of loss or limitation of priveleges or disciplinary activity;

4. Alack of present illegal drug use; and

5, The applicationds accuracy and compl eteness.

CONTRACT WITH THE LMHP

After completion of credentialing, the Contracts Development and Administration Division (CDAD) will
send credentialed individual providers an individual provider legal agreement. The agreement is to be
signed and returned to CDAD for processing with all the required documents.

Group providers will be sent a group provider legal agreement, which must be signed by the legally
authorized representative of the group. Only individuals listed in the group agreement shall render
services to Medi-Cal beneficiaries. Substituting other providers in-lieu of those who have resigned
violates the group provider agreement. Instead, add a new group member by submitting a Group
Network Provider Application form and include page 3 of the application with an updated list of the group
members.

When contract processing is successfully completed the individual or group provider will be sent a
signed, dated, executed legal agreement signed by the Director of the Department (Refer to Attachment
IV: FFS2 Contract Workflow).

Note: Reimbursement may only occur after the legal agreement is executed and only
for specialty mental health services delivered on or after the effective date of the
legal agreement. Retroactive reimbursement for services delivered prior to the
completion of an executed contract will not be authorized.

SECTIONI PROVIDERMANUAL PAGE3 OF6
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CREDENTIALING POLICIES AND PROCEDURES

Credentialing policies and procedures are included at the end of this section to provide detail regarding
credentialing, re-credentialing, due process requirements for the limitation and termination of a
providero6s privileges and a pr ovi d eisiofsstoderiygriestrict o an
participation in the Provider Network (Refer to Attachments V to VIII).

CREDENTIALING REVIEW COMMITTEE

The purpose of the LMHP Credentialing Review Committee (CRC) is to ensure that the initial and
ongoing credentials of the applicants and Network Providers are evaluated and maintained in
accordance with the credentialing standards established by the LMHP.

New Applicants and existing Network Providers may be referred to the CRC according to established
criteria. The CRC shall review cause for concern and recommend action to the Intensive Care

Di v i sMedical®sector. Network Providers shall be notified and due process shall be given for
any recommended adverse action.

NATIONAL PROVIDER IDENTIFICATION AND TAXONOMY

As of 2008, all providers are required to obtain a National Provider Identifier (NPI) prior to applying to
the LMHP. Providers who do not have a NPI will be unable to receive reimbursement for specialty
mental health services. To apply to a National Provider Identifier, go to the National Provider and Plan
Enumeration System (NPPES) website at:
https://nppes.cms.hhs.gov/INPPES/StaticForward.do?forward=static.npistart

During the process of obtaining a NPI, providers will need to submit a taxonomy which is related to the
license or certification they possess. It is necessary to ensure that all licensure and certification properly
reflect eligibility to render specialty mental health services.

The following taxonomies are applicable to Fee-for-Service Network Providers:

Discipline Taxonomy
M.D. / D.O. 2084P0800X
Ph.D. / PsyD 103TCO0700X
L.C.S.W. 1041C0700X
M. F.T. 106HO0000X
R.N. 163WP0808X
N.P. 363LP0808X
CNS (child) 364SP0807X
CNS (adult) 364SP0809X

INDIVIDUAL VS. INCORPORATION PROVIDERS

Individual providers are considered sole practitioners whom shall have a Type | NPI in the NPPES
system, and a contract and credentialing application stating as such. Incorporations are considered
sole practitioners; however, they must have a Type | and Type Il NPI in the NPEES system, as well as,
a contract and credentialing application stating they are to be recognized as an incorporated entity.
Even though a provider has a Type | and Type Il NPl in NPPES, if they have not contracted with DMH
and the LMHP as an incorporation, they will still be considered as an individual provider.

SECTIONI PROVIDERMANUAL PAGE4 OF6
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REGISTRATION AS A COUNTY OF LOS ANGELES VENDOR

All newly contracted individual and group network providers who provide a Federal Tax ID Number to
the LMHP must register with the County of Los Angeles as a vendor in order to receive payments.

Registration as a vendor may be completed online via the internet by accessing the County of Los
Angeles homepage and vendor registration website address at: http://camisvr.co.la.ca.us.webven/.

Provider Vendor information must be correct and current in order to continue to receive payments.
Contact ISD Vendor Relations at (213) 267-2725 or (213) 323-881-3613 if assistance is needed to
modify the information in the system.

ON-LINE VENDOR REGISTRATION REQUIREMENT

In order to receive payments, network providers who have contracted with the LMHP using a Federal
Employment Identification Number (FEIN) are required to register as a vendor with the County of Los
Angeles, Internal Services Department (ISD) at the following website address:
http://camisvr.co.la.ca.us/webven/.

Do not register as a vendor if the network provider contracted with the LMHP using a social security
number only and did not provide a FEIN. It is recommended that network providers confirm in the
system, via the fAiVendor Searcho |link, whetebtating a r eg
the registration process. Registrants should al so

Click on the # Nnkwatthe eapsits ltstedaabdveo Bnder Mour FEIN or SSN to
begin the process.
Note: The net wor kaneeand addrdse mustbe exactly the same as the billing
address used on their credentialing application and contract to avoid
reimbursement delays. In the event that a change of billing address becomes
necessary, network providers must also update their ISD vendor registration by
selecting AChange Registrationd at the websi
avoid reimbursement delays.

Please contact ISD Vendor Relations at (323) 267-2725 or (323) 881-3613 for questions regarding
vendor registration.

CHANGES IN PROVIDER STATUS AND CONTACT INFORMATION

It is very important to advise the LMHP of any char
or ability to receive payment, such as changes in name; a request to terminate the contract; a change

in corporate status; changes in mailing, billing or service location addresses; or changes in required

insurance coverage. The Contractor Address form (Attachment 1X) is to be completed to report

address changes: http://lacdmh.lacounty.gov/hipaa/documents/ATTACHMENTX-
ContractorAddressForm2018-10-04NG _Rev20181106.pdf

Submit all changes via mail to:
Department of Mental Health
Contracts Development and Administration Division
550 S. Vermont Ave., 5" Floor
Los Angeles, CA 90020

SECTIONI PROVIDERMANUAL PAGES OF6
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CONTRACT TERMINATION

When the Network provider& contract is terminated, the provider is responsible for notifying current

clients in writing that they are no longer a Medi-Cal provider in the LMHP Provider Network effective

the date of contract termination. The Provider shall make a good faith effort to give written notice of
termination of a contract within 15 calendar days after the termination date, to each beneficiary who

was seen on a regular basis (42 C.F.R. Section 438.10 (f)(1)). The notification letter is to advise clients

they may contact the ACCESS Center or the Patient s/
network providers, directly operated providers or contract providers. Network providers may elect to

utilize the Sample Beneficiary Notification Letter (Refer to Attachment X).

If the network provider is rendering services in an acute hospital setting (POS 21)(POS 51) that
require a TAR, and the provider is no longer under contract with the MHP or credentialed then the
provider shall notifytheh os pi t al 6s Medi cal Executive Committee o

The network provider is to send one copy of the client notification letter and a list of clients that were
sent the notification letter to:

Department of Mental Health
Patients6é Rights Office
550 S. Vermont Ave., 6th Floor
Los Angeles, CA 90020

SECTIONI PROVIDERMANUAL PAGEG OF6
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COUNTY OF LOS ANGELES- DEPARTMENT OF MENTAL HEALTH

The General Administrative Profile is a mandatory self-assessment tool sent to the Network
Providers triennially. Network providers are to utilize these tools to review their administrative
procedures and clinical practices to evaluate compliance with the LMHP legal agreement and
Medi-Cal requirements. Please complete this assessment in its entirety and submit it with
your application.

Note: Information on the Self-Assessment Tool will be verified during the biennial chart review.

GENERAL ADMINISTRATIVE PROFILE
Self-Assessment

Individual and Group Network Providers
Page 1 of 8

PROVIDER INFORMATION

Provider Name:
Provider Discipline: (Ivp, [po, [phD, [psyD, []JLcsw, [JMFT, [INP, LICNS
Provider License/Certification Number:

Provider Medi-Cal Number:
Provider 6s L []Individual Contract  [] Group Contract

Primary Office Address:

Is this a []private residence, or [Joffice building?

Phone Number: Fax Number: E-mail:
Services provided at this location to:  [] Children, [] Adolescents, [ ] Adults, [] Older Adults (65+)

Secondary Office Address:

Is this a []private residence, or  [Joffice building?

Phone Number: Fax Number: E-mail:
Services provided at this location to:  [] Children, [] Adolescents, [] Adults, [] Older Adults (65+)

Tertiary Office Address:

Is this a []private residence, or [office building?

Phone Number:

Fax Number: E-mail:
Services provided at this location to:  [] Children, [] Adolescents, [ ] Adults, [] Older Adults (65+)

(Attach additional addresses if more than three. Please complete the succeeding pages of this assessment
separately for each of the addresses.)

Name of Individual Completing Form: Date Completed:

No Outpatient Services Provided D




A.

ADMINISTRATION

1.

PHYSICAL ENVIRONMENT

a.

Is your office maintained in a manner that provides
for the physical safety of beneficiaries, visitors and
personnel?

Is your office clean, sanitary and in good repair?

Does your office meet federal requirements of the
Americans with Disability Act? Does it have:

1) Ramps for accessibility?
2) Bathrooms that can accommodate wheelchairs?
3) Handicapped parking?

ADMINISTRATIVE PROCEDURES

a.

In accordance with your contract, are you aware of the
provisions of Article 9, Chapter 4, Section 6150 of the
Business and Professions Code related to Unlawful
Solicitation?

Do you maintain a Drug-Free workplace?
Do you maintain a smoke-free workplace?

In accordance with your contract, are you knowledgeable
about the child, dependent adult and elder abuse reporting
laws and the reporting requirements?

In accordance with your contract, do you ensure there
is no evidence of discrimination on the basis of ethnic
group identification, race, creed, religion, age, sex, or
physical and mental disability in the provision of
services to clients?

Do you maintain appropriate Health Insurance Portability
and Accountability (HIPAA) policies, including:

1) Informing clients about HIPAA upon admission;

2) Use and Disclosure of Protected Health Information
Requiring Authorization;

3) Use and Disclosure of Protected Health Information
(PHI) without Authorization;

4) Clients Right to Access Protected Health Information.

Do you inform clients about the need for an Advance Health
Care Directive?

CONFIDENTIALITY

a.

Are beneficiary records accessible only to authorized
personnel?

Describe how you protect the confidentiality of client records
and govern the disclosure of information in the records.
(W&I Code 5328; Calif. MH Confidentiality Laws; Title 22)
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Are you taking necessary steps to ensure the continuous
security of all computerized data systems containing PHI

Have you educated and/or trained all your office staff on
maintaining beneficiary confidentiality at all times?

1. MAINTENANCE OF RECORDS

a. Where are clinical records maintained?

b. Do you fulfill your responsibility to safeguard and
protect clients records against loss, unauthorized alteration
or disclosure of information?

c. Are you in compliance with the following consent
standards stipulated in the current Medi-Cal Specialty
Mental Health Services Provider Manual?

1) A signed Consent for Services is obtained at first

contact with beneficiary

2) An appropriately executed Consent of Minor is

obtained at first contact with a beneficiary who is a minor.

3) A signed Informed Consent for Psychotropic

4)

Medication is obtained from the beneficiary when
prescribing psychotropic medication.

A signed Authorization to Release Information is

obtained from the beneficiary as to what information

is released from the beneficiary's record.

d. Are you in compliance with the minimum requirement of
clinical records/documentation standards stipulated in

the Medi-Cal Specialty Mental Health Services Provider Manual?

1)

Are clinical records retained at least ten (10)
years from the time of discharge for clients who
are at least eighteen years of age or legally
emancipated at the time of discharge?

2) Are records that have audit or legal action pending retained

2)

three (3) years after the issues have been settled or ten (10)
years from the date of discharge, whichever is longer?

If the client is a minor or not legally emancipated
at the time of discharge, are clinical records
retained at least one year after such minor has
reached the age of 18, but never less than
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ten (10) years?
ACCESS/AUTHORIZATION
1. How many Medi-Cal clients were referred to you last Fiscal
Year, either through a DMH directly operated or contracted
agency?
2. Of this number, how many were you able to serve?
3. Are you familiar with the DMH directly operated or contracted
agencies in the area(s) where you practice?
Yes No
1 Identify the Mental Health agencies you communicate/coordinate
with the most frequently. Yes No
4. Describe the type of relationship you have with the mental
health agencies in your area(s).
NOTIFICATION
Was a NOABD received by you from the LMHP of limited, denied,
reduced, suspended modified termination services Yes No
1. Are notices informing beneficiaries of their access to specialty
mental health services and the LMHP complaint and grievance
procedures posted in an area in ready view of the beneficiaries? v
es No
Ar e Pat i e bréchudes ifRapmrdprtate languages? Yes No
3. Are Patientsd Rights brochu
languages, displayed in an area in ready view of the Yes No
beneficiaries?
4. Are Grievance, Appeal Procedures-and State Fair Hearing
pamphlets in appropriate languages? 1Yes 1No
5. Are Grievance Appeal Procedure and State Fair Hearing
pamphlets in appropriate languages, displayed in an area
in ready view of the beneficiaries? 1Yes 1No
6. Do you provide a copy of the Beneficiary Booklet
(Informing Material) to the beneficiaries upon first
receiving Specialty Mental Health Services and upon
request? 1Yes 1No
CLIENT INFORMATION (FOR MEDI-CAL CLIENTS SEEN THROUGH YOUR
CONTRACT WITH THE DEPARTMENT OF MENTAL HEALTH ONLY)
Primary Secondary Tertiary

Location Location Location



9)

10)

11)

Indicate the total number of cases
presently open at each of your
provider locations
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How many clients are dually diagnosed,
substance abuse/mentally ill?

How many clients are dually diagnosed,
intellectual disability?

How many clients are wards or
dependents of the courts?

How many forensic clients are part of
your caseload?

Please provide the following specific
client data
E The ethnicity
percentages of clients at
each provider location.

1) Caucasian

2) Hispanic

3) African-American

4) Asian/Pacific Islander

5) Native American

6) Other (Please specify)

Primary Secondary
Location Location

What is the age range of the clients
you serve?

Tertiary
Location

How many clients do you refer to
an emergency room each month for
psychiatric hospitalization?

Are beneficiary telephone numbers and
addresses updated when there is a change?

Yes

No
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Credentialing Application Instructions

Individual providers and group rendering providers are licensed or certified (registered nurses only) to practice
psychotherapy independently and must be credentialed by the Local Mental Health Plan (LMHP). Non-psychiatric
physicians may not be credentialed with the LMHP.

il
f

Credentials will be renewed every three years.

The credentialing application must be typed or printed legibly.

Applicants must provide a phone number and an email address that allows direct contact.

All providers must report their DUNS (Dun & Bradstreet) number, which uniquely identifies providers
in the claims submission processing. The following website allows you to register for the DUNS

number: http://www.sba.gov/content/getting-d-u-n-s-number . In addition to including your DUNS
number in the application, please submit your DUNS number via email to CPTT@dmh.lacounty.gov.

Visit the National Plan & Provider Enumeration System (NPPES) website
https://nppes.cms.hhs.gov/INPPES/Welcome.do and ensure your primary taxonomy matches
your discipline, as illustrated in the following chart and include a copy of your NPI Registry (required
document).

Discipline Taxonomy

M.D./D.O. 2084P0800X
Ph.D. / PsyD 103TCO0700X
L.C.S.W. 1041C0700X
M. F.T. 106HO00000X
R.N. 163WP0808X
N.P. 363LP0808X
CNS (child) 364SP0807X
CNS (adult) 364SP0809X

The provider application must be completed in its entirety.

I f the answer to any professional l'iability que€

sheet and include all pertinent documents from the court and/or attorneys.

| f the answer to any attestation question is A

Documentation is required from the professional licensing board if any action has been taken against your
license. Additionally, documentation is required from Medi-Cal or Medi-Caid authorizing final disposition
on any adverse actions.

Psychiatrists are to include a copy of their current Drug Enforcement Agency (DEA) certificates, a current
curriculum vitae, copies of their Medical Degrees, a Certificate of Professional Liability Insurance, a
completed Consent to Release Information to a Biller form (if applicable) and a completed Rendering
Provider form. Psychiatrists must be either board certified or board eligible in order to provider services
under the LMHP. Psychiatrists who are not board certified must include a copy of their certificate of
completion of psychiatric residency training.

Psychologists, LCSWs and MFTs are to include a curriculum vitae, copies of applicable Graduate
Degrees, a Certificate of Professional Liability Insurance, a completed Consent to Release Information to
a Biller form (if applicable) and a completed Rendering Provider form.

sti on

yeso,


http://www.sba.gov/content/getting-d-u-n-s-number
mailto:to_CPTT@dmh.lacounty.gov
mailto:CPTT@dmh.lacounty.gov
https://nppes.cms.hhs.gov/NPPES/Welcome.do
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1 Clinical nurse specialists and nurse practitioners are to include a curriculum vitae, a Certificate of Professional
Liability Insurance, Proof of ANCC or AANP certification in behavioral health, a completed Consent to
Release Information to a Biller form (if applicable) and a completed Rendering Provider form. Clinical nurse
specialists are to submit proof of graduation fro
clinical nurse specialist. Nurse practitioners are to submitproofofgraduat i on fr om a mas
in psychiatric/mental health nursing as a nurse practitioner and a DEA certificate.

1 Required documents to initiate the credentialing process:
o Proof of Malpractice Insurance Liability Requirements:

$1,000,000 per Occurrence and $3,000,000 Aggregate

o W-9 Form, Articles of Incorporation (if incorporated), Fictitious Business Name Statement (if Doing
Business As)

1 The Credentialing Unit will query the following websites to confirm licensure/certification, and obtain
information regarding limitations or sanctions and malpractice claims.
o State licensing boards and Medical Specialty Boards

o National Provider Data Bank and Healthcare Integrity and Protection Data Bank
o Office of the Inspector General exclusion list
o Department of Health Care Services Medicaid/Medicare Suspended and Excluded List

Please mail or fax the completed application with the required documents to:

Department of Mental Health
Provider Credentialing Unit
550 S. Vermont Avenue, Room 703B
Los Angeles, CA 90020
Fax: (213) 487-9658

Credentialing Unit Telephone Numbers: (213) 738-2814

Helpful Resource Links:

1) National Plan and Provider Enumeration System (NPPES)
https://nppes.cms.hhs.gov/NPPES/Welcome.do

2) D&B D-U-N-S® Numberhttp://www.dnb.com/durgumber.htmi

3) Los Angeles County Vendor Registration (WEBVEtp://camisvr.co.la.ca.us/webven

4) Enter address to look up the full address with tdei9gi t Z1 P Code E
https://tools.usps.com/go/ZipLookupAction!input.actiorhdp://www.unitedstateszipcodesydr

5) LA County District Locator for Service Areas and Supervisorial District

http://gis.lacounty.gov/districtlocator/



https://nppes.cms.hhs.gov/NPPES/Welcome.do
http://www.dnb.com/duns-number.html
http://camisvr.co.la.ca.us/webven
http://www.unitedstateszipcodes.org/
http://gis.lacounty.gov/districtlocator/
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Application to Participate as a Provider in the
Los Angeles County Department of Mental Health
Local Mental Health Plan

PROVIDER INFORMATION

Last Name: First Name: Middle Initial:
Gender: Birth date: Ethnicity: Degree:

Social Security Number: Direct Contact Phone Number:

Fax Number: Email Address (required):

National Provider Identifier (NPI):
https://nppes.cms.hhs.gov/NPPES/Welcome.do __ Please attach a copy of your NPl number

Medicare Number:
Explanation if no Medicare Number:
A Opted out
A Excluded
A Other (explain):

DMH Medi-Cal Provider Billing Number (FFS 2 Provider #):

Is /are there any other name(s) under which you have been known?
Name(s):

DMH Office Use Only Performed by Date Reviewed by Date

Application completed w/ req. docs

Credentials verified

Contract/Amendment requested

Contract/Amendment executed



https://nppes.cms.hhs.gov/NPPES/Welcome.do
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PRACTICE INFORMATION

INDIVIDUAL PRACTICE INFORMATION

Only one of the listed Individual Practices is acceptable. Attach a copy of the IRS Form W-9

A Individual Practice as a sole proprietor under individual name.
A Individual Practice and doing business as (DBA); attach a copy of Fictitious Business Name Statement

Business name:

NPI Organization Number of the business:

A Individual Practice and incorporated; attach a copy of Articles of Incorporation

Corporation name:

NPI Organization Number of the corporation:

Federal Tax Identification Number (EIN) of DBA/corporation :

Name Affiliated with the above EIN :

For Services Reimbursement purposes:

Data Universal Numbering System (DUNS) number:
http://www.sba.gov/content/getting-d-u-n-s-number

LA County Vendor Registration Number (WEBVEN or ECAPS) number:
http://camisvr.co.la.ca.us/webven

GROUP PRACTICE INFORMATION

A Group Practice as a member of a group.

Name of the Group:

NPI Organization Number of the Group:

DMH Contract Number of the Group (only completed by existing contracted groups):

Federal Tax ldentification Number (EIN) of the Group :

Name Affiliated with the above group EIN :
OTHER PRACTICE

Are you currently a County of Los Angeles employee? A Yes A No
If the answer is yes, please provide the following information: A Full-time A Part-time A Consultant

Name of Department:

Work Location:

Position:

Job Responsibilities:



http://camisvr.co.la.ca.us/webven
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MAILING ADDRESS: Address to which all official notices will be sent. Address must match the NPI Registry.

Street: Suite Number: Post Office Box Number:

City: State: 9 Digit Zip Code (required):
http://www.unitedstateszipcodes.org/

Phone: Fax Number: Email Address (required):

PRACTICE LOCATIONS and ASSOCIATED BILLING INFORMATION: Practice location address will be

listed in the LMHP Directory of Network Provider).

PRIMARY PRACTICE LOCATION (must match the NPI Reqistry) Suite Number:
Street:
City: State: 9 Digit Zip Code (required):
Phone: Fax Number: Is this office wheelchair accessible?
A Yes A No

Medi-Cal Provider Billing Number:

NPI number associated to this primary practice location address on NPI registry:

Service Area (Circleone): 1 2 3 45 6 7 8 Other Supervisorial District (Circleone): 1 2 3 4 5
http://gis.lacounty.gov/districtlocator/
OTHER PRACTICE LOCATION (if any) Suite Number:
Street:
City: State: 9 Digit Zip Code (required):
Phone: Fax: Is this office wheelchair accessible?
A Yes A No
Service Area (Circleone): 1 2 3 45 6 7 8 Other Supervisorial District (Circleone): 1 2 3 4 5

PAY TO ADDRESS: Reimbursements will be mailed to this address and must match the IRS Form W-9

Street: Suite Number: | Post Office Box Number:

City: State: 9-digit Zip Code (required):

Phone: Fax Number: Contact Person (please print): | Billing E-Mail Address (required):



http://www.unitedstateszipcodes.org/
http://gis.lacounty.gov/districtlocator/
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PROFESSIONAL EDUCATION

Educational Institution

Degree

From
(mm/yy)

To
(mm/yy)

Graduate School/

Medical School

Institution:

Address:

City, State, Zip:

Internship
(for MD and DO only)

Institution:

Address:

City, State, Zip:

Residency
(for MD and DO only)

Institution:

Address:

City, State, Zip:

Fellowship
(for MD and DO only)

Institution:

Address:

City, State, Zip:

Graduates (ECFMG)?

Licensing Board Name

A Yes

State

Specify Active
or Inactive

For Non-Board Certified Physicians please include Residency completion Certificate
PROFESSIONAL LICENSE (S):

Include a copy of your license(s) with your application materials

License Number

If you are an international medical school graduate, are you certified by the Education Commission for Foreign Medical
A No

Expiration Date

DEA CERTIFICATE: M.

D.so6/ D. O.

6s/ Nur se

Include a copy of your current certificate with your application materials

Practitioners

DEA Certificate Number:

Expiration Date:
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BOARD CERTIFICATION: M. D/GNS/ D. O.
Name of Board Certification Date Expiration Date (If Applicable)

HOSPITAL PRIVILEGES: List all hospitals at which you have privileges

Hospital City Appointment Date

BOARD AND CARE FACILITIES: List all facilities at which you provide services

Board and Care City

PROFESSIONAL LIABILITY COVERAGE:

e Ee e Per claim amount Aggregate amount Expiration Date

Pl ease answer either Ayeso or Afinodo after each question
detailed explanation on a separate sheet. Documentation is required if you have any malpractice actions pending
or settled within the past 7 years. Documentation must be from an attorney or entity that issued the judgment.

Have you ever been denied professional liability insurance? A Yes A No

Has your professional liability insurance ever been canceled, denied renewal A Yes A No
or subject to restriction (e.g. reduced limits, surcharged)?

Within the past seven years have you been a party to any malpractice actions? A Yes A No

Within the past seven years has any malpractice action been settled or has A Yes A No
there been an unfavorable judgment(s) against you in a malpractice action?

To your knowledge, is any malpractice action against you currently pending? A Yes A No
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ATTESTATION QUESTIONS:

Pl ease answer fAyeso or fAnoo after each question. I f you ansaseparate e
sheet. Documentation is required from the professional licensing board if any action has been taken against your license.
LICENSURE

1. Has your professional license in any state ever been limited, suspended, revoked or subjected to probationary conditions or

have proceedings toward any of those ends ever been instituted against you?.........ccccoeeervieenrnennne A Yes A No
a. Have you ever voluntarily surrendered your ICEBNSE?.........cvviiiiieiiiiiiiie e esveee e A Yes A No
b. Are formal charges pending against you at this time?........ccoiiiiiiiiiiiiiin e A Yes A No

HOSPITAL PRIVILEGES AND OTHER AFFILIATIONS

2. Have you ever had an application for membership or privileges at a hospital or other health care facility denied,
granted with limitations, suspended, revoked, not renewed or subjected to probationary conditions or have
proceedings toward any of those ends ever been instituted against you, or ever been recommended by a standing medical
staff committee or governing board of a hospital, other health care facility or any medical organization?
ééééééééééeeeéeéééceeeeeececeeeeeeeeceed A Yes A No

3. Have you ever voluntarily or involuntarily relinquished a medical staff membership, your clinical privileges, a professional
license, or a narcotics permit under threat of disciplinary action, threat of censure, restriction suspension or revocation of
SUCK PIIVIIBIES? ..ttt ettt ettt e ettt et e et et e b e e e e b e e et et e et s e esebene e eeenens A Yes A No

4. Have you ever been terminated for cause or not renewed for cause from participation, or been subject to any disciplinary
action, by any managed care organizations (including HMOs, PPOs, or provider organizations such as

IPAS, PHOS)?....cuiitecte ettt ettt ettt ettt et b e bbbt a e et st b e e s et et e st eh e b et ene e b e b ae et et re et b be b eaesnene e A Yes A No
5. Have your medical staff membership, your clinical privileges, a professional license, or a narcotics permit ever been limited
or subjected to disciplinary action of @ny KiNG?........cccooiiiriiniiiee e A Yes A No

6. Areyou currently being investigated or have you ever been sanctioned, reprimanded, or cautioned by a military hospital, or
agency, or voluntarily terminated or resigned while under investigation or in exchange for no investigation by a hospital or
healthcare facility of any militaryagency? é é é é ¢ ¢ 6 6 ééééééeééééééeeceéé. . A Yes A No

7. Areyou currently the subject of any investigation by any hospital, licensing authority, DEA, or CDS authorizing entities,
education or training program, Medicare or Medicaid program, or any other private, federal or state health program or a
defendant in any civil action that is reasonably related to your qualifications, competence, functions, or duties as
a medical professional for alleged fraud, an act of violence, child abuse or a sexual offense or
SEXUAI MISCONUUCT?...uviiietiitieti ittt ettt ettt se e s te e te s ae st et et e ssess e s e sbesseebeetaessesaes s ense st essensesbesennessesne e A Yes A No

8. Has your membership or fellowship in any local, county, state, regional, national, or international professional organization
ever be revoked, denied, reduced, limited, subjected to probationary conditions, or not renewed, or is any such action
o LT aTe 11T OSSOSO PSPPSRSO A Yes A No

EDUCATION, TRAINING AND BOARD CERTIFICATION
9. Have you ever surrendered, voluntarily withdrawn, or been requested or compelled to relinquish your status
as a student in good standing in any internship, residency, fellowship, preceptorship, or other clinical
LYo [0ToF (A Lo gl o] fo o 1= T 1 IO SO SO P SOUTTPR A Yes A No
10. Has your specialty board certification or eligibility ever been limited, suspended, revoked, denied, relinquished,
not renewed, or reduced or subjected to probationary conditions, or have proceedings toward any of those ends ever

been instituted? (MD/DOonly)é e é é e éeééeééecéécéeééecéecéeé A Yes A No

DEA OR STATE CONTROLLED SUBSTANCE REGISTRATION
11. Has your DEA certificate or any other controlled substances authorization, ever been suspended, revoked, limited,
denied renewal, or have any proceedings toward any of those ends ever been

instituted against you?( M.D./D.O./ Nurse Practitionersonly) é é ééééééééeééecééé A Yes A No

MEDICARE, MEDICAID OR OTHER GOVERNMENTAL PARTICIPATION
12. Do you have any pending disciplinary action, or are you currently sanctioned, expelled, or suspended from any federally

funded programs, including but not limited to, Medi-Cal, or MediCare?............ccccevvevririerreerieeesiesreeeene A Yes A No
13. Have you ever been fined, had an arrangement suspended, been expelled from participation or had criminal charges brought
against you by Medicare 0r MEAICAIA?.........c.coiiuiiiiieiiieieee ettt ettt veebeere s ess e e sbesbeereens A Yes A No

14. Have you ever been sanctioned, expelled, suspended from, or had criminal charges brought against you by any federally
funded programs, including but not limited to, Medi-Cal, or MediCare?...........cccoceeueiriereireeseereesece e A Yes A No
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PROFESSIONAL LIABILITY INSURANCE INFORMATION AND CLAIMS HISTORY
15. Has your professional liability insurance ever been terminated, or not renewed, restricted, or modified (e.g. reduced limits,
restricted coverage, surcharged), or have you ever been denied professional liability insurance, or has any professional
liability carrier provided you with written notice of any intent to deny, cancel, not renew, or limit your liability insurance or its
coverageofanyprocedure? ¢ é ¢ é ¢ é ¢ ééécéécéecééecéecéeéeé. A Yes A No

MALPRACTICE CLAIMS HISTORY
16. To your knowledge, has information pertaining to you ever been reported to the National Practitioner Data bank or Healthcare

Integrity and ProteCtion DAt BANK?.........ccoccvieeviviirieete e et e ettt et testese et et etestestesesbessesesressetessene e en A Yes A No
17. Has any malpractice lawsuit and/or arbitration been filed against you in the last 10 years?.............. A Yes A No
18. To your knowledge, do you have any pending malpractice suite, arbitrations or judgments?......... A Yes A No

CRIMINAL/CIVIL HISTORY
19. Have you ever been court-martialed for actions related to your duties as a medical professional?(M.D./D.O./N.P.s only)

6éeeééééééceeeéééceecceeceééecececeeeeeeeececece A Yes A No

20. Have you ever been a subject of charges related to moral or ethical turpitude?..........cccoccvviviniennnns A Yes A No

21. Have you ever been convicted of any crime, other than a traffic violation, or pled nolo contendere? A Yes A No

22. Have you ever received sanctions from or are you currently the subject of investigation by any regulatory agencies (e.g. CLIA,
(@1 7= (o3 OO A Yes A No

23. Have you ever been convicted of, pled guilty to, pled nolo contendere to, sanctioned, reprimanded, restricted, disciplined or
resigned in exchange for no investigation or adverse action within the last 10 years for sexual harassment or other illegal
IMHSCONMUUCT? .ottt ettt ettt st ettt et e b e ae s 4 e s s s e b et e s e e s b eb e e s b b e e b b et e e e b b et e es et s e se st e b esesnebebensasebennanas A Yes A No

ABILITY TO PERFORM JOB

24. Do you have a history of alcohol and/or chemical dependency/substance abuse?........ccccccccvvvvrnunnnn.. A Yes A No

25. Do you have a current problem with alcohol and/or chemical dependency/substance abuse?....... A Yes A No

26. Do you use any chemical substances that would in any way impair or limit your ability to practice medicine and perform the
functions of your job with reasonable skill and safety?........cccceiiieii i A Yes A No

27. Do you have any physical or mental impairment which would render you unable, with or without reasonable accommodations,
to provide professional services within your areas of practice, without posing a direct threat to the health and safety of
OENEIS? ottt ettt sttt b et ettt asea et bea e e bt r e bbbt et bbb e bbb ettt e e bns A Yes A No

28. Areyou able to perform all the services required by your agreement with, or professional bylaws of, the Healthcare
Organization to which you are applying, with or without reasonable accommodations, according to accepted standards of
professional performance and without posing a direct threat to the safety of patients?.................... A Yes A No

PRIOR LOS ANGELES COUNTY EMPLOYMENT

29. Have you ever been employed in any capacity by Los Angeles County?......ccccooovveiiiiieenniiieensiieneenns A Yes A No
30. If yes, were you terminated of did you resign because of a performance issue or in the midst of any kind of
LAV Z Y CT0 L= L] 1 T A Yes A No

I do hereby certify that the information contained in this application is accurate and complete to the best of my knowledge and belief. |
fully understand that any misstatement in or omission from this application constitutes cause for denial of credentialing and
enrollment as a network provider in the County of Los Angeles Department of Mental Health Local Mental Health Plan (LMHP). | agree
to notify the LMHP promptly if there are any material changes in the information provided in this application.

| authorize the LMHP to consult orally, electronically, and in writing with the state licensing board(s), the American Medical
Association, the National Technical Information Service, educational institutions, malpractice insurance carriers, specialty boards,
Educational Commission for Foreign Medical Graduates, hospitals, the National Practitioner Data Bank, the Healthcare Integrity and
Protection Data Bank, and any other person or entity from whom/which information may be needed to complete the credentialing
process or to obtain and verify information concerning my professional competence and qualifications. Applicants are hereby
advised that the LMHP participates in the National Practitioner Data Bank, The Office of the inspector General, California Licensing
Boards, American Board of Medical Specialties, and the Department of Health Care Services Medi-Cal Suspended and ineligible
Provider list, and the Healthcare Integrity and Protection Data Bank. Applicants acknowledge that adverse actions taken by the LMHP
may be reported to these agencies and/or other disciplinary boards/authorities as necessary.
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| consent to the release by any person to the LMHP of all information that may be relevant to an evaluation of my professional
competency and qualifications, including any information relating to any disciplinary action, suspension or curtailment of privileges. |
release the LMHP and all those whom the LMHP contacts from any and all liability for their acts performed in good faith in obtaining
and verifying such information and in evaluating my application.

| agree to obtain and maintain in effect all licenses, permits, registration, accreditations and certificates as required by all Federal,
State and local laws, ordinances, rules and regulations, and policies of the LMHP. | agree to immediately notify the LMHP upon any
investigation, revocation, reduction, termination, denial, limitation or suspension of my DEA number, furnishing certificate,
professional license, professional liability insurance, participation in federally funded programs such as Medi-Cal or Medicare or other
certification and/or other credentials authorizing me to practice my profession. | also agree to immediately notify the LMHP upon
termination, suspension or revocation of my staff privileges at any hospital or health care facility.

I understand that | must meet any requirements set forth in this credentialing application and that this credentialing application
implements the LMHP credentialing policy, all of which apply to the application and any decision made by the LMHP with respect to it.

| certify under penalty of perjury that | have downloaded and read the LMHP Provider manual.

Signature of Applicant Date
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PROVIDER PRACTICE PROFILE

NEW PATIENT MEDI-CAL REFERRALS

Do you wish to receive new outpatient Medi-Cal client referrals? A Yes A No
Do you wish to be included in the LMHP Directory of Network providers? A Yes A No

Please notify Provider Credentialing at (213) 738-2814 or to close or open your practice to new referrals.

Note: The County does not guarantee referrals

What age groups of clients do you serve? (Please check only those that apply)

Children 0 through 5..........ccoc....... A Children 6 through 13................... A Adolescents 14 through 17 ........... A
Transition Youth 18 through 20.....A Adults 21 through 59.......c..coeu.e.. A Adults 60 and OVer ...........coeeeue.e. A
Services you provide:

Brief Psychotherapy ........c..ccevene.. A Medication Services..................... A

INPALIENT. ...vveveceeceiece e A Consultation and Liaison .............. A Psychological Testing ...........c....... A
Family Psychotherapy................... A Neuropsychological Testing ......... A Group Psychotherapy ................... A
Psychological testing that considers the influence of medication on test results .........cccccoeiiiiiiiiiiiiiiiiiiiiiccecceccenns A

Practice settings in which you provide services: For each practice setting that you check, please indicate the Service Area
(SA) in which you are available to provide these services. Example: You have offices in both Hollywood and Santa Monica.
Check Office and SA 4 and 5. You provide services to group homes, but only in Hollywood. Check Group Home and SA
Area 4. You may refer to the map attached to this application to assist you in determining which cities are in which SA.

Practice Settings Service Area
1 2 3 4 5 6 7 8

1. | Office A AlA|A|A|A|A|A]|A

*For each Service Area you check, please

complete the practice location information on

page 2.
2. | Inpatient A A A A A A A A A
3. | Youth Group Home/Residential/Schools A A A A A A A A A
4. | Residential Facilities A A A A A A A A A
5. | Probation Facilities A A A A A A A A A
6. | Nursing Facilities A AlA|A|A | A | A | A |A
7. |Clientsd Homes A A A A A A A A A
8. Board and Care Facilities A A A A A A A A A

SA1 Antelope Valley

SA?2 San Fernando/Santa Clarita Valley
SA3 San Gabriel Valley

SA4 Metropolitan/Hollywood

SAS5 Santa Monica/ West Los Angeles
SA 6 South Los Angeles

SA7 Southeast Los Angeles

SA8 Harbor /Long Beach

MFTs, LCSWs, and RNs are not reimbursed by the LMHP for services in inpatient settings.
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Identify any foreign language(s) or sign language in which you are sufficiently proficient to provide competent mental health services without

the assistance of a translator:

Afghan, Pashto, Pusho
Afrikaan

American Sign Language
Amharic

Arabic

Armenian

Bengali

Bulgarian

Burman or Burmese
Calo

Cambodian
Cantonese

Cebuano

Chinese, other specify:
Choctaw

Creole

Czech

Danish

Dutch

English

Ethiopian

Farsi

French

German

Greek

>t >t I>: I>: > I > P> I I I>x Iox Iox Iox Iox Ion It Ior I T > T D D D
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Hebrew

Hindi
Hindustani
Hmong
Hungarian
Ibonese

Igorot

llocano or lloko
llonggo
Indonesian
Italian
Japanese
Konkani
Korean

Lao

Lingala or Ngata
Lithuanian
Mandarin
Marathi

Mie

b5~ =1~ s = 1s -2 ~ T 35 -8 ~ T 18 =18 ~ T 218 238 ~ T >3 =18 ~ T8 3~ 28 ~ I -2 -2 > T -2 8 >~ TS >0 28 > T

Native American Dialects Norwegian
Pakistani

Pangasinan

Polish

Portuguese

Punjabi

Romanian

Samoan

Serbo-Croatian

Sinhalese

Swalhili

Swatowese

Swedish

Russian

Sign Language, Specify:

Somali

Spanish

Tagalog

Taiwanese

Telegu

Temne

Thai

Toisan

Tonga

Turkish or Ottoman

Ukrainian
Urdu
Vietnamese
Visayan
Yao
Yiddish
Yoruba
Other, specify

Cultural competence is an awareness, understanding, and acceptance of the dynamics of cultural differences. It involves the
ability to adapt practices to the cultural context of the consumer. The culturally competent practitioner utilizes the universal
similarities present in all of us in order to engage the individual(s) and transcend barriers.

Areas of Cultural Competency:

African-American

American Indian

Armenian

Asian Indian

Cambodian

Chinese

Filipino
Gay/Lesbian/Bisexual/Transgender

>t >t >t > > I D D

Hispanic/ Latino
Hmong
Japanese
Korean

Persian

Korean

Older Adults

> > > D

Russian
Samoan and other Pacific Islanders
Transitional Age Youth

Turkish
Vietnamese
Veterans
Other, specify
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Clinical Expertise:

From the list below select the areas for which you have training and expertise (Each requires supporting documentation).

A Abuse Survivors A Domestic Violence Perpetrators A Mobility Impaired
A Adjustment Disorders A Domestic Violence Victims A Mood Disorders
A Adoption A Dual Diagnosis A Norm-Referenced Psychological Testing
A AIDS/HIV A Eating Disorders A Personality Disorders
A Anxiety Disorders A Elder Care Abuse A Psychotic Disorders
A Attention-Deficit/Hyperactivity Disorder A  Family Therapy A Sex Offenders
A Developmental Delays A Gang Members A Severe and Persistent Mental lliness
A Disorders of Adolescence A Gay/Lesbian A Sexual Abuse Victim
A Disorders of Childhood A Gender Identity Disorders A Substance Abuse
A Disorders of Infancy A Grief/Bereavement A The Use of American Psychological Association
A Dissociative Disorders A Group Therapy Guidelines in Child Protection Matters
A Hearing Impaired A Visually Impaired
A Homeless A Other, specify

Hours of Operation: Select the days and indicate the hours of your practice.

[0 Monday AM to PM
[0 Tuesday AM to PM
[0 Wednesday AM to PM
[ Thursday AM to PM
1 Friday AM to PM
[0 saturday AM to PM
[] Sunday AM to PM

Please note that according to 42 C.F.R. section 438.206(c)(1)(ii), the regulation requires providers to have hoursro
during which serdes are provided to Medial beneficiaries that are no less than the hours of operation during whi
provider offers services to néviedi-Cal beneficiaries.

Revised: 3/2019
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LOS ANGELES COUNTY
DEPARTMENT OF MENTAL HEALTH

550 S. VERMONT AVE., LOS ANGELES, CA 90020 HTTP://DMH.LACOUNTY.GOV

September 3, 2020

To: Group Provider Credentialing Applicant

Thank you for applying to become a group provider in the County of Los Angeles
Department of Mental Health Local Mental Health Plan (LMHP). In order to enroll as a
group provider and receive reimbursement for specialty mental health services provided
to Medi-Cal beneficiaries, the legally authorized official of your group must sign a Group
Provider Contract with the LMHP.

Please provide the information requested below:

Name of Official:

Address:

Service Location Address:

City/State: Zip Code:

Phone Number: Fax Number:

Official Group Name:

Group Medi-Cal Provider Number: Tax ID:

Vendor Number (if already assigned):

NPI Number:

Do you wish to receive new outpatient Medi-Cal client referrals? A Yes A No
Note: The County does not guarantee referrals

Are you a Federally Qualified Health Center (FQHC): A Yes A No
Note: The County shall not be responsible to provide or arrange and pay for

specialty mental health services provided by FQHCs, Indian Health Centers, and
Rural Health Clinics.

lof3
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Group Provider Applicant

Page 2

Please mail or fax the requested information to:

Department of Mental Health
Provider Credentialing Unit
550 S. Vermont Ave., 7" Floor, Room 703B
Los Angeles, CA 90020
Fax: (213) 487-9658

You cannot be enrolled in the LMHP as a group provider until we have received the above
information and have credentialed the individual providers in your group. If you have any
guestions, please contact the Provider Credentialing Unit at (213) 738-2814.
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Please return this completed form with the Group Provider Application to:

Department of Mental Health
Provider Credentialing Unit
550 S. Vermont Ave., Room 703B
Los Angeles, CA 90020
Fax: (213) 487-9658

Group Provider Name:

Group Medi-Cal Provider No:

Address:
City/State: Zip Code:
Telephone Number: Fax Number:

Please list the individual providers in the group who provide Medi-Cal specialty mental
health services. Each provider must complete an individual provider application and be
credentialed.

9 Digit
Individual Provider Name Provider No. NPI No. Request Type Eff. Date

New __ Terminate __Change___

New __ Terminate _ Change___

New __ Terminate _ Change___

New __ Terminate __Change_

New __ Terminate _ Change___

New __ Terminate __Change___

New __ Terminate _ Change___

New __ Terminate _ Change___

You may attach a separate sheet to list additional provider names

Signature: Date:

Name Date:
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I—A DEPARTMENT OF MENTAL HEALTH

Intensive Care Division

DMH POLICY/PROCEDURE

w LOS AMGELES QO UMNTY
1 = = 5 O
MENTAL HEALTH

SUBJECT: POLICY MO, EFFECTIVE PAGE
CREDENTIALING OF DATE
PROVIDER

s ~ 313.51 12/28/2018 10f0
APPROVED BY: SUPERSEDES ORIGINAL DISTRIBUTION

W huk ISSUE DATE LEVEL(S)
01/13/2016 11/01/98 1

Meadical Director

PURPOSE

To outline the standards, requirements and guidelines for the credentialing of
licensed mental health providers to participate as network providers in the Los
Angeles County Departbment of Mental Health Plan Local Mental Health Plan
(LMHP).

POLICY

2.1

Licensad mental health professionals whose scope of praclice permils the
practice of pasychotherapy independantly, who meet the credentialing standards
and contracting requirements aslablished by the LMHP and who have a signed
and executed contract, will be approved to provide specialty mental health
sanvices to Los Angeles County Medi-Cal beneficiaries,

DEFINITION

3.1

3.2

3.3

Credentialing: The formal process of collecting and wvenfying the professional
credantials and qualifications of licensed individual providers and evaluating
them against the standards and requirements established by the LMHP to
determine whether such individual providers meet these standards and
requirements.

Credentialing Timeframe: The process of completing credentialing must occur
within 180 days of the LMHP receipt of the provider's complete application.

Providers: The following mental health providers who are licensed or certified
and recognized by the State of California to practice independently may apply to
parficipate as network providers in the LMHP.

3.3.1 Board aligible or board cerified psychiatrists
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3.3.2 Licensed clinical psychologists
3.3.3 Licensed clinical social workers
3.3.4 Licensed marriage and family therapists
3.3.5 Registered nurses with a masler's degree in psychiatric/mental health
nursing as a clinical nurse specialist (CN3S) or Psychiatric Mental Heaalth
Murse Practitioner (PMHMNP).
PROCEDURES
4.1 Upon receipt of a request for an application to participate in the LMHP, the
provider's name, discipline, address, phone number and fax number are to be
entered in the Application Request Log.
4.1.1 Each entry in the Application Reguest Log is to be dated and include the
initials of the Credentialing Unit staff member who recorded the request,
4.1.2 The application packet will be sent to the provider within five working days
of the request.
4.1.3 The packet contains the application, credentialing reguirements and
direction for completing the application.
4.1.4 The date the application is sent and the initials of the staff member who
processaed the application request are to be entered on the Application
Request Log.
4.1.5 Completed logs are to be retained for 60 days for future reference.
42 Upon receipt of a completed application, it is date stamped on page 1 of the
application indicating the date of receipt of the application matenals.
4.3 A Cradentialing Unit staff mamber will review the application within two weeks of

receipt of the application and determine if the application matarials are complete
and current.
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4.3.1

4.3.2

4.3.3

4.3.4

A Mental Health Provider Application Checklist is to be completed
recording the outcome and date of the review.

The application form must be completad, signed and dated. If the
application formm is incomplete and'or the documents required are not
included or are not current, the provider will be contacted via telephone or
letter. A copy of the nolification letter will be retained in the provider file.
The incomplate application form is returmed to the provider and a copy Is
retained in the provider file,

A detailed explanation is required for an affimative answer to liability or
attestation guestions. A history of all professional liability claims which
resulted in settlements or judgments paid on behalf of the provider is
requirad.

The following documents are reguired for credentialing and must be
included with the application form:

1) A copy of the cenificate of completion of Psychiatric Residency
Training {physicians who are not board-certified in psychiatry).

2) Documentation of complelion of a graduate nursing program in
Psychiatric/Mental Health Nursing (clinical nurse specialists and nurse
practitionars). For Clinical Murse Specialist (CNS), an advanced
practice registered nurse (APHN), documentation with graduate
preparation (eamed master's or doctorate) from an approved program
that preparas CN5s. For Psychiatric Mental Health Nurse Practitioner
(PMHMNP), documentation indicating a master's degree in nursing from
an accredited college or university with a specialty in Psychiatric
Mental Health Mursing and completion of an approved Adult, Child, or
Family Nurse Practitioner program, or documentation of complation of
an approved master's level Psychiatric Mental Heahh Nurse
Practitioner Program issued by an accredited college or university.

3) A copy of a current DEA cerificate (physicians and nurse practitioners
only)
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4.4

4.5

4.6

4) A current curriculum vitag or work history;

5) Evidence of current malpractice insurance with liability requirements of
$1,000,000 and $3,000,000 aggregate. Other evidence of insurance
required by LAC DMH Board of Supervisor; and

6) Mational Provider Identifier Number.

The Credentialing Unit staff member will complete a query of the National
Provider Data Bank and the Healthcare and Integrity Protection Data Bank. A
copy of the results of the query will be added to each providers file.

The Credentialing Unit staff member will verify that the provider is not on any
federal or state list excluding the provider from Medicare or Medicaid payment.
The results will be documented in the provider's file. Specifically, history of
sanctions from participating in Medicare and/or Medicaid/Medi-Cal: providers
terminated from either Medicare or Medi-Cal, or on the Suspended and Ineligible
Provider List, may not paricipate in Plan's provider network. This list is available
al  hiip:/file li ing.asp;, and history of
sanctions or limitations on the provider's license issued by any state’s agencies
or licensing boards.

Verification of Professional License/Physician Board Certification,

4.61 M.D.: License status is verified directly with the Medical Board of
Califomia via the intemet. The verification is printed and retained in the
provider's file. Completed a residency training program accredited by the
Accreditation Council for Graduate Medical Education (ACGME).

4.6.2 Board certification by the American Board of Psychiatry and Neurology is
verified directly via the Internet. The search results are printed and
retained in the provider's file. Possesses a valid and active license issued
by the California Medical Board, has completed an ACGME accredited
residency training program, and is certified by the American Board of

Psychiatry and Neurclogy in general psychiatry, a psychiatric sub-
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4.6.3

464

4.6.5

4.6.6

4.6.7

. Licensa status is werfied with the Osteopathic WMedical Beoard of
Califomia wia the Intemet. The wverification is printed and kept in the
provider's file.

Board cerdification by the Amencan Osteopathic Board of Psychiatry and
Meurology is verified directly via the inlemel. The search results are
printed and retained in the providers file,

Fsychologists: License status is verified directly with the Califormia Board
of Psychology. The verification is printed and kept in the provider's file.

Licensed Clinical Social Workers and Licensed Marmiage and Family
Therapists: License status is verified directly with the Califomia Board of
Behavioral Sciences via the Intemet. The verfication is printed and kept in
the provider's file,

Registered Murses with a masters degree License status is wverified
directly with the Calfomia Board of Registered Mursing via the internet.
The verfication is printed and kept in the provider's file. Clinical Nurse
Specialist (CNS) is an advanced practice registered nurse (APRN), with
graduate preparation (earmned master's or doctorate) from an approved
program that prepares CMNSs. The Psychiatric Mental Health MNurse
Practitioner (PMHMP) possesses a master's degree in nursing from an
accredited college or university with a specialty in Psychiatric Mental
Health Mursing and completion of an approved Adult, Child, or Family
Murse Practitioner program, or completion of an approved masters level
Psychiatric Mental Health Nurse Praclitioner Program issued by an
accredited college or university.

4.7 Critara for Accreditation into the LMHF Frovider Melwork,

4.7.1

Minimum criteria must be met for an applicant to be considered for
enroliment azs a LMHP Metwork Provider. These minimal criteria are
indicated in the provider application. Applicants who fail to meet the
minimum criteria shall be notified by the Credentialing Unit staff member in
writing of those criteria that are not met and that further consideration of
the application will not occur until such criteria are met. Applicants have no
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1)

2)

3)

4)

3)

&)

right of appeal when the application is denied due to failure to mesat
minimum cradentialing critena. Minimum criteria are as follows:

Practice location meets the following standards for individual and group
practice sites:

a) Practice site is maintained in a manner that provides for the physical
safety of beneficianes, visitors and personnel.

b) Practice site is clean, sanitary and in good repair.

¢} Medications are securely stored and dispensed according to State and
Federal regulations.

d) Clinical records are maintained sect rely and confidentially.

Graduation from an accredited professional schoaol at the time of altendance,
and/or highest fraining program applicable to the academic degree, discipline,
and licensure of the provider.

Physicians must hawve attained Board certifbcation or be eligible for
examination to receive certification by the Amerncan Board of Psychiatry and
Meurclogy. A. copy of the cerificate of completion of psychiatnc residency
training must be submitted with the application materials for those physicians
who are not Board certified.

Valid, current California license.

Valid, current, unrestricted Drug Enforcement Agency (DEA) Certificate,
where applicable.

Submission of a completed, signed and dated application form with all
required documents as indicated on the application.

Absancea of falsification of the provider application or material omission of tha
information requested in the provider application.
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48

8) Current professional liability insurance that meets or exceeds the
Department's minimum limits of £1 million per incident’ $2 million annual
aggregate per clinician. The Contracts Development and Administration
Drvizion will conduct current and additional imposed insurance verification in
accordance with the Board of Supervisor.

89) Absence of current sanctions (i.e., exclusions or suspensions) by federal or
State agencies in the National Plan Provider Enumeration System (NPPES)
and the Excluded Parties List System (EPLS), Office of the Inspector General
(OIG) List of Excluded Individuals/Entities (LEIE), and Mational Practitioner
Data Bank (NFDEB).

10)Venfication that the clinician is not in the Social Security Adminisiration’s
Death Master File,

Additional Credentialing Criteria: Applications thalt meel the minimum
credentialing criteria listed in Section 5.1.1 of this policy will be reviewed by the
credentialing specialist for the following additional criteria. Applications will be
referrad to the Credentialing Review Committee (CRC) if the additional criteria
are not mat which may result in a determination to deny credentialing.

1) Absence of a history of invohvement in a malpractice suit, arbitration or
settlement in the past five years in accordance with the criteria set forth
below. Waiver of this requirement can be mada only by review of the CRC.
Evidence must exist that any such history does not adversely affect the
applicant's ability to perform histher professional duties,

a) Mo more than three malpractice suils, arbitrations, or settlements within
the [ast five years greater than $100,000 in aggregate.

b) Mo single judgment, arbitration or settlement within the last five years that
is greater than $100,000.

c) The CRC reviews all open caseas.

2) Absence of a history within the past 10 1/ears of disciplinary actions affecting
the applicant's professional license, Board standing, DEA cerification, or
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4.9

3)

4)

3)

&)

7)

In

other required certification. Waiver of this requirement can be made only by
review of the CHC. BEvidence must exist that any such history does not
adversely affect the applicant’s ability o perform his/her professional duties.

Absence of felony or misdemeanor convictions, other than traffic violations.
Waiver of this requirement can be made only by review of the CRC. Evidence
must exist that any such conviction does not adversely affect the applicant's
ability to perform hisher professional duties.

Absence of a history of sanctions by regulatory agencies including
Medicare/Medicaid and any other public regulatory agency. Waiver of this
requirement can be made only by review of the CRC. Evidence must exisl
that any such history does not adversely affect the applicant's ability to
perform his/her professional dutias,

Absence of a history of alcohol and chemical dependancy/substance abuse.
Waiver of this requireament can be made only by review of the CRC. Evidence
must exist thal any such history does not adversely affect the applicant's
ability to perform hisher professional duties.

Absence of a physical or mental impairment which would make the
applicant'provider unable, with or without reasonable accommodaltions, to
provide professional services within his/her area of practice, without posing a
direct threat to the haalth and safely of others. Waiver of this reaquiremeant can
be made only by review of the CRC. Evidence must exist that any such
condition does not adversaly affect the applicant’s ability to pardform his‘her
professional duties,

If the CRC denies waiver for one of the situations addressed in this section an
applicant may not apply for a credential for two years or until such a time as
the situation reguiring waiver is resolved.

situations where currently credentialed providers would be excluded by

changes in credentialing policies or changes in application of the policies, such
providers may be excluded from the policies and their application reviewead on a
case by case basis.
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42 C.F.H. Saction 438214
MHSUDS Information Notice No: 18-019
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PURPOSE

1.1

To outline the structure, composition and functions of the Credentialing Review
Committee (CRC).

POLICY

2.1

The Cradentialing Review Commiltea shall review and consider the applications
of all mental health provider whose credentials present special issues that
require further consideration and who do not clearly meet the slandards for
credentialing in the Los Angeles Counly Department of Mental Health Local
Mental Health Plan {(LMHP) Provider Network.

DEFINITIONS

31

Credentialing is the formal process of collecting and verifying the professional
credentials and qualifications of licensed providers and evaluating them against
the standards and requirements established by the LMHFP to determine whather
such providers meet these standards and reguirements.

3.2 The CRHC is a confidential, multi-disciplinary body appeinted by the Director or its
designes, The purpose of the CRC is to ensure that the initial and ongoing
credentials of applicants and netwaork providers are evaluated and maintained in
accordance with the credentialing standards established by the LMHP.

PROCEDURES

4.1 CRC Meetings

4.1.1 The CRC meating is scheduled monthly.

4.1.2 Prior to each meaeting the credentialing specialist will notify commiltea
members of the scheduled meating.
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